Discussion
Peritonitis was not completely prevented by the Hong Kong connection technique, but the overall rate was low at 0-6 episode/patient year. Analysis of the causes of peritonitis, however, showed that this occurred in seven cases where the technique could not be incriminated (catheter bed fault (two), introduced bacteria (one), modified Travenol technique (three), bowel perforation (one)) and in another four cases where the technique itself led to unexpected damage and subsequent peritonitis directly as a consequence of this damage. It seems reasonable to consider only the compliance problems and the connection failures as being truly representative of the technique, and this gave an overall rate of 0-2 episode/patient year during the study.
Seven modifications were introduced during the study and proved successful, thus confirming the correctness of the original analysis. This was most obvious with catheter faults, catheter bed faults, and dialysis fluid faults. The poor results with the modified Travenol system do not reflect on that system but simply show that the sharp spike of the connecting tubing makes it impossible to use the sterilising bag. Direct contact of stylet with external surface of the sterilising bag was far more hazardous than an open, but no touch, system of connection.
It is impossible to know the exact mechanism of the peritonitis in the three cases considered to be connection failures. Nevertheless, after the introduction of two modifications not a single case of peritonitis attributable to the connection technique occurred in more than 11 patient years, suggesting that the weak points had been identified and corrected.
Only two patients failed to comply, and in each case there were extreme circumstances. In fact, compliance with the technique was remarkably high. This is the more noteworthy when it is appreciated that the patients had little understanding of "germ theory" and Western medicine; were of limited educational standing (two had to be taught to tell the time and eight to write figures); lived in cramped, overcrowded apartments (35 square feet (3-25 m2) is the total space allowance per person) in the housing estates of Hong Kong; and did not receive supervisory visits at home. The technique was in fact quickly learnt and faithfully performed in some 35 000 separate connections.
The Hong Kong connection may not be elaborate but it has proved to be effective, simple, cheap, easily learnt, and easily applied. The clear plastic bag allows manipulation visually, provides the enclosed sterile space, and with the chlorhexidine brings about sterilisation both of the air and of the ends of the tubing. This study supports the hypothesis that air contamination is an important cause of peritonitis in continuous ambulatory peritoneal dialysis and that to prevent peritonitis in these patients it is necessary to enclose the connection process with sterilisation of introduced air and tubing ends. Prognosis after myocardial infarction: results of 15 year follow up MARGARET A MERRILEES, P JOHN SCOTT, ROBIN M NORRIS Abstract A total of 271 out of 757 patients who had suffered a myocardial infarction during 1966-7 were still alive after six years; these patients were subsequently followed up 15 years after the infarction. Two hundred and sixty eight (99°%) of the patients alive at six years and 519 (95%) of the 549 originally discharged from hospital were traced. A coronary prognostic index, which had predicted survival both to three years and from three to six years after recovery from the infarct also predicted survival from six to 15 years after recovery. The major factor affecting survival to 15 years was age at the time of the original infarct. Among patients aged under 60 at the time of infarction women fared better than men (p=0 027). Factors in the coronary prognostic index that were associated with impairment of left ventricular function at the time of infarction and that had predicted mortality to three years and from three to six years also predicted mortality from six to 15 years. These factors were cardiac enlargement, pulmonary venous congestion, and the presence of infarction before the index infarct. The dominant cause of death remained coronary heart disease and its complications.
Introduction
From March 1966 to February 1967, 757 patients with acute myocardial infarction were admitted to the three general hospitals in Auckland, New Zealand. Altogether 208 of these patients died, the remaining 549 being discharged from hospital. The fate of these survivors was followed up over the subsequent 15 years until April 1982. Clinical factors observed in these patients at the time of the original admission had previously been correlated with prognosis, both within hospital' 2 and during the first three years3 and three to six years after infarction4; these factors had been combined to form a coronary prognostic index that predicted survival in hospital2 and medium term survival (up to six years).' The purpose of the present follow up study, from six to 15 years, was to ascertain whether these factors, both separately and combined, could still be used to predict prognosis from six years after the infarct, and to establish whether coronary heart disease remained the leading cause of death in the patients. Patients ; "s *~~~6 up. Mortality six to 15 years after infarction was 36% among the patients with a coronary prognostic index of <3; 61% among those with an index of 3-5-9; 68% among those with an index of 6-8-9;
and 74% among those with an index of > 9. The difference in mortality from six to 15 years after infarction between patients with an index of < 3 and those with an index of > 3 was highly significant (X2 = 22-0, p < o0001).
Discussion
We believe that this is the most complete long term follow up of patients after myocardial infarction so far reported. Prognosis six to 15 years after infarction was related mainly to age but was also linked with the severity of cardiac dysfunction as shown by a chest x ray film taken within a few hours after the infarction. Cardiomegaly, pulmonary venous hypertension, and pulmonary oedema in patients with ischaemic heart disease all indicate the degree of left ventricular damage, which may be due either to an evolving infarct or to a previous incident. Infarct size would appear to be the major determinant of long term prognosis for patients with acute myocardial infarction who survive long enough to be admitted to hospital. Thus, if infarct size could be restricted through therapeutic measures introduced soon after the onset of infarction long term prognosis might be considerably improved.8 9 During the time since our patients were first studied sophisticated tests of left ventricular function have become available. In particular, left ventricular ejection fraction has been used as an index of survival and has been measured in conjunction with coronary arteriography one to two months after recovery from infarction.I0-12 These studies have shown that a low ejection fraction (<40%) appears to be the most important adverse risk factor for long term survival. A recent study of 325 patients in Auckland (mean follow up three and a half years) confirmed that low ejection fraction rather than severe coronary artery disease is the most important angiographically determinable risk factor."3 Interestingly, however, multivariate analysis of the data on these patients showed that the coronary prognostic index was at least as reliable as the ejection fraction in predicting the risk of late death.
The prognosis for patients with a low coronary prognostic index is not good when compared with that of subjects of similar age in the general population. Information from the life tables used to prepare figure 6 
